Introduction {#Sec1}
============

Severe acute respiratory syndrome coronavirus (SARS-CoV-2) has been reported for the first time in China on December 31, 2019, as the cause of some unknown pneumonia cases \[[@CR1]\]. Within 2--14 days after exposure to the virus, some people develop coronavirus disease 2019 (COVID-19), characterized by fever, cough, dyspnea, myalgia, and fatigue. High mortality rates related to pneumonia, shock, acute respiratory distress syndrome, acute cardiac injury, and acute kidney injury were observed especially in patients with chronic disease and the elderly \[[@CR2]\].

Although it has been a short time since it was reported for the first time, COVID-19 was declared as a pandemic by the World Health Organization on March 11, 2020 \[[@CR3]\]. We aimed to present our approach to high probability COVID-19 pneumonia which developed on early postoperative period in our patient after coronary artery bypass grafting (CABG) operation, which was not reported in the literature before.

Case Presentation {#Sec2}
=================

The written consent form was obtained from the patient.

Patient Information {#Sec3}
-------------------

A 54-year-old male patient presented as non-ST elevation myocardial infarction underwent emergent coronary angiography and critical stenosis evaluated on proximal left anterior descending artery (LAD) and the first diagonal branch. CABG surgery planned and taken to service follow-up. Routine blood tests performed on preoperative period were normal. On echocardiography, ejection fraction was 65%. Seventy percent stenosis on the right and 60% stenosis on the left internal carotid artery were detected on routine carotid color Doppler ultrasonography. Pulmonary function tests and chest X-ray (Fig. [1a](#Fig1){ref-type="fig"}) were applied. After chest physician evaluation, dual inhaler medication was started. Following a week of inhaler treatment, patient's pulmonary function tests recovered and taken to the operation.Fig. 1**a** Preoperative lung X-ray. **b** Chest X-ray on the 2nd postoperative day

Median sternotomy was performed under general anesthesia. Two vessel CABG were applied by using left internal mammary artery and saphenous vein under cardiopulmonary bypass (CPB). Patient was taken to cardiovascular surgery intensive care unit uneventfully after the operation.

Clinical Finding and Timeline {#Sec4}
-----------------------------

Patient was extubated uneventfully and continued intensive care unit follow-up without any clinical problem. There was no pathology evaluated on chest X-ray taken on second postoperative day. (Fig. [1b](#Fig1){ref-type="fig"}). After removing the chest tubes and arterial lines, patient was taken to service follow-up. Results of the blood tests taken on the 5th postoperative day were white blood cell (WBC) 18.11 (10^3^/μL), lymphocyte 1.05 (10^3^/μL), lymphocyte count 5.8%, eosinophil 0.01 (10^3^/μL), C-reactive protein (CRP) 17.5 mg/dl, respectively. On physical examination, body temperature was raised to 38.2 °C on the 5th postoperative day. Oxygen saturation in room air was 95%, and heart rate and blood pressure were 90/min and 110/60 mmHg, respectively.

Diagnostic Assessment {#Sec5}
---------------------

Control chest X-ray performed for evaluating the cause of this hyperthermia and infiltration areas were evaluated. Thorax computed tomography (CT) was taken for further investigation. Multifocal ground-glass opacities with peripheral and basal distribution, peripherally located bilateral infiltrative pneumonia, and vascular thickening were detected on thorax CT (Fig. [2](#Fig2){ref-type="fig"}).Fig. 2Postoperative thorax CT diagnosed as CO-RADS 4. **a** Bilateral emphysematous changes. **b**, **c** Peripherally located bilateral infiltrative pneumonia and vascular thickening. **d** Multifocal ground-glass opacities with peripheral and basal distribution

CO-RADS 4 was reported on thorax CT of the patient. After consultations applied by chest physicians and infectious disease departments of our hospital, COVID-19 was evaluated as a high probability due to the laboratory tests, radiological findings, and clinical course. Patient was taken to the COVID-19 isolation service; swabs were taken from the oropharynx and nasopharynx for real-time polymerase chain reaction (RT-PCR) test.

Therapeutic Intervention {#Sec6}
------------------------

Since RT-PCR analysis results within 24--48 h, the treatment of the patient was started with 2 × 75 mg oral oseltamivir phosphate tablet (Tamiflu, F. Hoffmann-La Roche Ltd., Basel, Switzerland); followed by 2 × 400 mg loading dose, with 2 × 200 mg oral hydroxychloroquine sulfate tablet (Plaquenil, Sanofi Synthelabo Limited, Fawdon, England); and followed by 1 × 500 mg loading dose, with 1 × 250 mg oral azithromycin tablet (Azitro, Deva Holding A.Ş., Tekirdağ, Turkey) without waiting for the results. This treatment protocol which is suggested by the Turkish Republic Ministry of Health and Covid-19 Science Committee is the first treatment step for whole patients.

Follow-up and Outcomes {#Sec7}
----------------------

Control RT-PCR test was sent 48 h after the first test and the first RT-PCR test was negative. The second test result was also negative. Fever control was achieved on the third day of the treatment. WBC and CRP values decreased. Infiltration areas regressed in control thorax CT (Fig. [3](#Fig3){ref-type="fig"}). On the fifth day of the therapy, treatment was completed. The patient was hemodynamically stable and had no respiratory distress. He was evaluated by the hospital pandemic team and recommended to be discharged and have isolation at home for 14 days. The patient stated that he had no complaints in the outpatient control on the 14th day.Fig. 3Control thorax CT on policlinic control

Discussion {#Sec8}
==========

Although RT-PCR is accepted as the gold standard for the diagnosis of COVID-19, positivity is reported in 30--60% in series depending on the lack of experience on sampling, lack of cooperation of the patient, and transfer and kit performance \[[@CR4]\]. And also according to reports, when disease manifests on the pulmonary area, viral load began to decrease, and for that reason, RT-PCR results could become negative. Therefore, thorax CT has become a widely used diagnostic feature for COVID-19 pneumonia. Studies comparing thorax CT and RT-PCR methods have been added to literature, and the sensitivity and specificity results of the radiological diagnosis are quite satisfactory \[[@CR5]\]. The COVID working group of the Dutch Radiological Society has developed the CO-RADS classification for thorax CT evaluation and taken it into clinical use \[[@CR6]\].

When we evaluated our case according to the CO-RADS classification, we determined it as CO-RADS 4 (high probability COVID-19 pneumonia). On blood tests of patients, lymphocytopenia, eosinopenia, and decreased lymphocyte count were reported with COVID-19 \[[@CR7]\]. Eosinopenia and low lymphocyte count were detected in our case as well.

Systemic inflammatory response occurs as a result of cytokine release and complement system activation caused by CPB effect \[[@CR8]\]. With the resultant immune system changes, these patients become more susceptible to possible infections. The patients that have undergone CABG operation are generally those who are elderly and have multiple accompanying risk factors. Therefore, they are in a high-risk group in terms of morbidity and mortality that might be developed due to COVID-19. Having considered our patient as high risk, without waiting for the RT-PCR result, we started the specific treatment for COVID-19 immediately, by evaluating clinical, laboratory, and radiology findings. Although both RT-PCR tests were negative, we continued the treatment for 5 days. Because no physical and hemodynamic impairment was evaluated in our case, response to our therapy was followed up by the means of control thorax CT. After 5 days of the treatment, there was an obvious regression evaluated on thorax CT.

Conclusion {#Sec9}
==========

We should assume and keep in mind that there are also pandemic and asymptomatic carriers, especially in elderly patients who undergo open heart surgery with many additional risk factors. We believe that, in case of doubt, early treatment should not be ignored in the presence of clinical, laboratory, and radiological findings even if RT-PCR is negative.
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